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SECTION 1 - WHY PERFORMANCE OUTCOMES?

National Trends

In response to initiatives and discussions at national, state and local levels, there is an increasing
interest in developing and implementing measures of system and client-level outcomes.  National
organizations, state mental health agencies, and county mental health authorities are currently in
the process of developing and implementing mental health performance outcome measurement
systems to ensure accountability for the expenditure of public behavioral healthcare dollars and
for ensuring high quality and effective care to mental health consumers.  As indicated in the
following excerpts, performance outcome measurements are becoming an increasingly important
tool in making service-related decisions in the public mental health system.

“The demand for accountability has been pressing against the doors of mental healthcare
organizations and independent practitioners for over a decade.  The fast emerging age of
managed care and universal healthcare has intensified the demand for accountability.  It is
now very real and the doors have been opened.  State legislatures, the U.S. Congress,
private payers, and consumers now routinely ask questions about the necessity and
quality of mental health services (Goodman, Brown, & Deitz, 1992; Mintz & Kiesler,
1982).  As a result, the mental healthcare profession has entered an era of scrutiny never
before experienced.  To the practitioner who states that clinical needs and outcomes are
too subjective to measure and quantify, payers are posed to respond in this manner:
‘Then they also may well be too subjective to pay for (Brown, 1991).’”1

“With pressures all around for accountability in healthcare services, implementing
strategies for measuring and reporting outcomes has become a way of life for providers.
And in the psychiatric specialty field, proving need and value generally has been far more
difficult than in the more physical areas.  However, that has begun to change, as there are
greater data gathering and sorting capabilities now than ever before.  Sophisticated
outcomes measurement and research in psychiatric care is gearing up to change the
relationship with its payers.”2

Efforts toward performance measurement on the national level include, among others, the
Mental Health Statistics Improvement Program (MHSIP), Performance Measures for Managed
Behavioral Healthcare Programs (PERMS), and Candidate Indicators for County Performance
Outcomes.  Table 1-1 summarizes the proposed domains and measures for each of these
national programs currently under development.

                                                                
1 Green, M. (1996) In Quest of Outcomes: the Larimer Project.  Community Mental Health Journal 32(1), 11-21.
2 Smith, J. (1993) Measuring an Inexact Science.  Health Systems Review, 6-10.
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TABLE 1-1:  National Performance Outcome Systems in Development
National Program Domains Measures

MHSIP is a collaborative and
cooperative venture between the Federal
Government and the States to work
towards achieving program,
management, and performance
monitoring improvement through the use
of data.  MHSIP provides guidance and
technical assistance regarding mental
health information systems, promotes
uniformity through standards, and
facilitates meaningful comparisons of
costs, performance and services.

The MHSIP Report
Card, a consumer-
centered managed
care report card,
covers the general
domains of access,
quality and
appropriateness,
promotion/preventio
n and outcomes.

The MHSIP Report Card’s proposed
measures include speed and access to
services, affordability, parity of coverage,
consumer access to information, absence
of cultural barrier, consumer health, quality
of life, reduction in psychological stress,
and consumer productivity and
independence.

The American Managed Behavioral
Healthcare Association, representing
private managed behavioral healthcare
providers on a national level, has field-
tested PERMS 1.0 utilizing data collected
from medical records, administrative data
and client surveys.

PERMS organizes
performance
measures into
access, consumer
satisfaction and
quality of care
domains.

PERMS includes measures of service
utilization, cost, penetration rates, call
abandonment rates, and consumer
satisfaction with access to clinical care,
efficiency, and effectiveness.

Candidate Indicators for County
Performance Outcomes are being
developed by the Evaluation Center @
HSRI under a contract with the National
Association of County Behavioral
Healthcare Directors (NACBHD).

The NACBHD’s
proposed system
includes access,
consumer
satisfaction,
consumer outcomes,
intersystem
outcomes, and
utilization domains.

Individual indications and measures of
service include:  level of staff cultural
competence; location; speed, ease and
timeliness; consumer satisfaction with
comprehensiveness; integration of
services with social supports; symptom
management and level of wellness; level of
independence; self-reliance and self
esteem; level of consumer involvement in
work, school, social and family
relationships, contacts with other
community providers; use of hospital care;
and cost of services.

At the state level, performance measures are being developed in both states that have, as well
as those that have not, introduced managed care reforms.  Serious efforts have been underway
for a number of years to develop performance and client measures to facilitate monitoring of
contracts and to ensure continuous quality improvement.  Approximately half of the states in the
U.S. have developed, or are in the process of developing, report cards or performance
outcome measurement systems.

Realignment Legislation

For many years, mental health funding was on a fiscal roller coaster, subject to the vagaries of
the state budget.  In 1991, Realignment legislation (Chapter 89, Statutes of 1991, also known
as the Bronzan-McCorquodale Act) created a more stable funding source by earmarking a
certain percentage of sales tax and the vehicle license fees for mental health funding.
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Realignment legislation also specifies the maintenance and oversight of a public mental health
service system for a target population of persons who are seriously mentally ill which is “client-
centered, culturally competent, and fully accountable”.  The legislation requires the development
of a uniform, statewide client-based information system that includes performance outcome
measures.

Realignment legislation requires that all counties report data on performance outcome measures
to the State Department of Mental Health (DMH) which, in turn, is to make that data available
to the California Legislature, local mental health boards and commissions, and the California
Mental Health Planning Council (CMHPC).

Collaborative Process

The California Mental Health Directors Association (CMHDA), the California Mental Health
Planning Council (CMHPC), and the Department of Mental Health (DMH) have collaborated
on every step of the process for developing California’s mental health performance outcome
system.  Figure 1-1 provides a graphical representation of how the CMHDA, CMHPC, and
DMH participate together in the planning process.

The central feature of the process is the Performance Outcome Advisory Group (POAG).  The
POAG is comprised of members drawn from the CMHDA, CMHPC, DMH, direct
consumers, family members, and representatives of advocacy groups.  The POAG, which is a
policy level work group, reviews recommendations from the Performance Outcome Technical
Work Group (POTWG) and makes recommendations to DMH for final decision.  The
POTWG is composed of members of the POAG as well as other individuals with specific
clinical, policy, fiscal or data management expertise.  The work group is co-chaired by the
DMH, CMHDA, and CMHPC.  All counties are welcome to attend work group meetings.

Together, these groups attempt to represent a balanced voice from all of the major
constituencies.  Their recommendations are presented to the DMH which, upon considering the
issue from the State perspective, makes informed policy decisions.

Development of Children/Youth Performance Outcome Measurement System

The first attempt at collecting performance outcome data was based on a custom designed
survey, the Adult Performance Outcome Survey (APOS), developed by DMH in conjunction
with county and consumer representatives.  This custom survey was designed to be
administered to a sample of severely mentally ill (SMI) adult clients at a beginning time, 6
months later, and then again one year later.  Several issues that emerged during this study
include the difficulties of maintaining a representative sample and the lack of comparability of the
data.  Maintaining a representative sample became increasingly difficult as clients would drop
out of service, move out of the area, or disappear for other reasons.  In order to keep the
sample representative, county staff had to spend time looking for these individuals which was
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time consuming and not particularly cost
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effective.  Additionally, since the custom designed survey was only administered to a sample
population, clinicians administering the survey found it to be more of an additional paperwork
burden rather than the collection of useful data that they could use for treatment planning.  And
since the survey was custom designed and not a standardized instrument, the data was not
comparable with other states or entities which is becoming increasingly important in an era
where there is a national focus on performance measures.

Based upon the results from the APOS, the CMHDA, CMHPC, and DMH established several
criteria for the Children/Youth Performance Outcome System which include:

• the data should be useful to clinicians for treatment planning;
• the data should be useful to counties for quality management purposes;
• the data must meet the requirements of the state for performance outcome data;
• and the data should be comparable with data from other states/entities.

Abram Rosenblatt, Ph.D., from the University of California at San Francisco and the contract
evaluator for children’s System of Care (SOC) counties was asked to provide his
recommendation of what he thought would be a good way to both provide valid outcome data
while giving clinicians useful information for use in their treatment planning and service provision.
Dr. Rosenblatt, based on his extensive experience with children’s systems of care, and in
consultation with Norm Wyman of Santa Cruz County Mental Health and Don Kingdon who at
that time worked for Ventura County Mental Health, recommended that the State adopt a
series of seven assessment instruments.  Some of these instruments are intended to be
completed by the client, others by the parent or primary caregiver, and one by the clinician.  Of
the seven instruments, five are considered to be “core” or required, while two are optional but
recommended.  Refer to page 2-1 for a list of the children’s performance outcome instruments
including a description of what each instrument is intended to measure and who each is to be
completed by.

The CMHDA reviewed the proposal that Dr. Rosenblatt developed.  After a consideration of
its strengths and weaknesses, the CMHDA recommended to the DMH that the model be
adopted as the method for collecting and reporting performance outcome data.  The CMHPC
agreed to accept the data generated by the recommended model and with the concurrence of all
three constituency groups, the model was accepted as the Children and Youth Performance
Outcome System.

Usefulness to Clinicians

The set of instrument profiles and other data generated by the instruments is intended to provide
clinicians with a multi-axial or multi-source method of collecting client-relevant data.  This
information may be used by the clinician for identify specific target areas that are most affecting
the child’s life and to select appropriate intervention techniques.  Additionally, the clinician can
evaluate the outcomes of the services he or she provides either to the same client over time or to
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specific sub-populations of the clients he or she serves.  Typically, the data may be used by the
clinician to both supplement and cross validate his or her own clinical judgments.  Finally, when
appropriately used, the data can be a valuable tool to help parents and children to better
understand the family’s dynamics and the interpersonal or perceptual problems that may be
exacerbating the child’s presenting issues.

Frequently Asked Questions

• Why is it important that counties and the State measure mental health performance
outcomes?

There are several reasons why measuring and reporting performance outcomes
is important.  The first reason for collecting outcome data is to ensure that public mental
health programs are accountable for the expenditure of public funds.  This is a
predominant feature of Realignment, the legislation that mandated performance
outcomes.  Secondly, the emergence of managed care is making it increasingly
important that public mental health programs be able to demonstrate that their programs
are cost effective, while ensuring that client access to high quality and effective services
is maintained.  The federal government is also requiring states to produce outcome
information to justify continuation of federal funds.  Monitoring performance via
outcomes as opposed to process is the approach adopted nationally by both the public
and private health care sectors.

• How was the model of using this particular battery of children's instruments (i.e., CBCL,
YSR, CAFAS, ROLES, CSQ-8) selected?  Why is the State requiring counties to do this?

The current model of using a battery of widely recognized assessment instruments was
developed by Abram Rosenblatt of the University of California, San Francisco Child
Services Research Group, and contract evaluator for the Systems of Care counties in
association with Don Kingdon of Ventura County and Norm Wyman of Santa Cruz
county.  They submitted a recommendation, which was adopted by the California
Mental Health Directors Association, that a model similar to that used in Systems of
Care counties be used statewide for collecting data related to performance outcomes.
They suggested using the Child Behavior Check List (CBCL), the Youth Self Report
(YSR), the Child and Adolescent Functional Assessment Scale (CAFAS), the
Restrictiveness of Living Environments Scale (ROLES), and the Client Satisfaction
Questionnaire (CSQ-8).  In addition, two optional instruments that could be used in
addition to the first five were suggested.  These are the Youth Satisfaction Questionnaire
(YSQ) and the Family Empowerment Scale (FES).  The California Mental Health
Planning Council agreed that the proposal would meet its oversight responsibilities, and
the Department of Mental Health reviewed and accepted the proposal.  Therefore, in a
process that included  the Planning Council, county mental health directors, and the
State Department of Mental Health, the model was adopted.
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• Is it possible to change the current methodology for the Children/Youth Performance
Outcome System.?

 

Not at this time.  The California Mental Health Planning Council (CMHPC) and the
Department of Mental Health (DMH) must proceed with this system to come into
compliance with legislation and thus have committed to using this system for a two year
period.  However, the CMHPC and DMH are committed to re-evaluating the existing
system over this two year time period and will be examining potentially more cost
effective and efficient instruments and methodologies.
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SECTION 2 - OVERVIEW OF THE CHILDREN/YOUTH
PERFORMANCE OUTCOME SYSTEM

Children’s Performance Outcome Instruments

TABLE 2-1: List of Children’s Performance Outcome Instruments
 Required Children and Youth Instruments:

• Child Behavior Checklist for Ages 4-18 (CBCL):
Description:  Measures functioning on several dimensions including but not limited to functioning in
school, home, and community settings; mental status; psychiatric disorders, and antisocial behavior
from the parent’s or caregiver’s perspective.
Completed by:  Parent or primary caregiver (for clients age 4 through 18).

• Youth Self Report for Ages 11-18 (YSR):
Description:  Measures functioning on several dimensions including but not limited to functioning in
school, home, and community settings; mental status; psychiatric disorders, and antisocial behavior
from the youth’s perspective.
Completed by:  Child or adolescent clients (for clients age 11 through 18).

• Child & Adolescent Functional Assessment Scale for Ages 7-18 (CAFAS):
Description:  Measures youth functional  domains including role performance in school/work, home,
and community; behavior towards others; moods; substance use, and thinking.
Completed by:  Clinician or other qualified mental health staff member (for clients age 7 through
18).

• Client Satisfaction Questionnaire (CSQ-8):  
Description:  Measures consumer satisfaction with services received.
Completed by:  Parent or primary caregiver (for clients of all ages).

• Client Living Environments Profile (CLEP):
Description:  Indicator of type of living situation and restrictiveness of the living situation.
Completed by:  Clinician or other individual who possesses the information necessary to complete it
(for clients of all ages).
Note:  If this data is already being collected in another manner, this instrument may be
omitted.  However, the data must summarized in the categories listed on the CLEP.

 Optional/Recommended Children and Youth Instruments:

• Family Empowerment Scale (FES):   
Description:  Measures how a parent or caregiver of a child with an emotional problem feels about
his or her role as a caregiver for the child.
Completed by:  Parent or primary caregiver (for clients of all ages).

• Youth Satisfaction Questionnaire (YSQ):
 Description:  Measures consumer satisfaction with services received.
 Completed by:  Child or adolescent client (for clients age 9 through 18).
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Sources of Instruments and Estimated Costs

TABLE 2-2:  Authors, Sources and Estimated Costs for Each Instrument

Instrument Author/Source
Estimated Cost

(per standard form)

CBCL*

Thomas Achenbach, Ph.D.
Child Behavior Checklist
1 South Prospect Street

Burlington, VT  05401-3456
Phone:  (802) 656-8313 or -4563

Fax:  (802) 656-2602

$0.40

YSR*

Thomas Achenbach, Ph.D.
Child Behavior Checklist
1 South Prospect Street

Burlington, VT  05401-3456
Phone:  (802) 656-8313 or -4563

Fax:  (802) 656-2602

$0.40

CAFAS*

Kay Hodges, Ph.D.
2140 Old Earhart Road
Ann Arbor, MI  41805
Phone:  (313) 769-9725

Fax: (939) 769-1434

$0.40

CSQ-8*

Clifford Attkisson, Ph.D.
University of San Francisco

500 Parnassus Ave., MU200-W
San Francisco, CA  94143-0244

Phone:  (415) 502-6173
Fax:  (415) 502-6177

$0.25

CLEP
Public Domain

Calif. Dept. of Mental Health
Phone:  (916) 327-9282
Fax:  (916) 322-1025

n/a

FES
Public Domain

Calif. Dept. of Mental Health
Phone:  (916) 327-9282
Fax:  (916) 322-1025

n/a

YSQ
Public Domain

Calif. Dept. of Mental Health
Phone:  (916) 327-9282
Fax:  (916) 322-1025

n/a

Total Cost for Instruments Per Single Administration: $1.45 (Approx.)
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* NOTE: These instruments are copyrighted and may not be duplicated without the written permission of
the author.
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County Implementation

Definition of Implementation

Each county is required to fully implement the Children and Youth Performance Outcome
System no later than April 1, 1998.  Implementation of the system is defined as:

a) Clinicians are assuring the completion of the required performance outcome
instruments:  the Child Behavior Checklist, Youth Self-Report, Child and Adolescent
Functional Assessment Scale, Client Living Environments Profile (or equivalent
placement information), and the Client Satisfaction Questionnaire.   For each child and
adolescent client receiving services for at least 60 days, the instruments are to be
administered at intake, annually, and at discharge;

b) Clinicians are adequately trained so that they are able to understand and use the
reports and data generated from the instruments to aid in treatment planning and
service provision;

c) Counties have an established methodology for using data from the performance
outcome instruments for aiding in program evaluation and quality improvement;

d) Counties are providing scored reports generated from the instruments to clinicians (and
clients when appropriate) within two weeks of completion; and

e) Counties have operationally established a system that will allow the county to provide
specified reports and client level data in electronic format to DMH no later than June
1998.

Administration of Instruments

TABLE 2-3:  Who Completes Each Instrument, Applicable Ages and Average Time

Instrument To be Completed by:
Applicable

Ages
Average Time
for Completion

CBCL Parent or Primary Caregiver 4-18 20 minutes*
YSR Child or Adolescent 11-18 20 minutes*

CAFAS Clinician 7-18 15 minutes
CSQ-8 Parent or Primary Caregiver All 5 minutes
CLEP Clinician or Other Staff w/Info. All 5 minutes
FES Parent or Primary Caregiver All 15 minutes
YSQ Child or Adolescent 9-18 10 minutes
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*  This completion time assumes that the client and primary care giver are able to read and
operate at a functional level that allows them to complete the forms without assistance.  If
assistance is required, the average time for administration of the CBCL and YSR could be as
high as an hour for each instrument.

TABLE 2-4:  Schedule for Administering the Instruments

Schedule Instruments to Administer
When to

Administer
Time 1 CBCL, YSR, CAFAS, CLEP Within 60 days

Time 2 CBCL, YSR, CAFAS, CSQ-8, CLEP, FES*, YSQ* Annually

Time 3 CBCL, YSR, CAFAS, CSQ-8, CLEP, FES*, YSQ* Upon Discharge

* The FES and YSQ are optional and are recommended but not required to be administered.

             Target population  =  Children receiving services for 60 days or longer
                                                (those traditionally admitted to coordinated care)

The schedule for completing the full battery of instruments is:  (1) within 60 days of the client’s
involvement with county mental health (sometimes referred to as “intake” for the target
population), (2) annually (i.e., annual case review), and (3) upon discharge.  With the elimination
of the requirements for the completion of Coordinated Care Plans under the implementation of
managed care, another mechanism may be established for identifying long-term or target
population clients.  However, at this time, the target population is defined as the children
receiving services for 60 days or longer.  The instruments should be administered as soon as it is
determined the client is within the target population.

Reporting Performance Outcome Data

The data that will be generated from the Children and Youth Performance Outcome System will
serve several primary purposes which include:

• Assisting clinicians with treatment planning and service provision;
• Effecting quality improvement in local mental health programs;
• Providing performance outcome data to the State and Legislature; and
• Allowing the comparison between California’s public mental health programs and

those of other states.

First, and perhaps most importantly, these instruments were selected for their potential utility to
clinicians in assisting with treatment planning and service provision.  In addition, an important
purpose of the performance outcome data is to effect quality improvement in local mental health
programs.  Therefore, as part of its oversight process, the Department of Mental Health (DMH)
will review each county’s policies and procedures to ensure that a process exists whereby
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performance outcome data are used to provide feedback to quality improvement staff and that
methods are developed to effect program improvement based on these data.
In order to fulfill its statutory oversight responsibilities, the DMH will require that each county
mental health program submit a set of client-level data in the format specified in the DMH
Children and Youth Performance Outcome Data Dictionary.  The method of entry and
management of performance outcome data is at the discretion of each local program.  However,
the transmission of the data to the State will require that it be in established formats.  Although
specific time frames have not been established, it is likely that during the first full year of
implementation, the data should be forwarded to DMH on a quarterly basis and thereafter it is
to be provided on a semi-annual basis.  Additionally, on an annual basis, each county mental
health program will submit statistical reports containing average and standard deviation scores
from each performance outcome instrument including scales and subscales by:

• Age;
• Ethnicity;
• Gender; and
• Diagnosis.

The DMH, in its oversight role, will review these data in conjunction with data contained in the
Client Services Information System (CSIS).  Counties will be asked for assistance in the
interpretation of results relating to their own program performance.  Reports will be generated
comparing each county’s mental health program performance to itself over time.

Frequently Asked Questions

• Why were these specific forms selected?

Most of these forms were selected because they are standardized instruments that are
widely used, have been validity and reliability tested, and have acceptable psychometric
characteristics.

• How with the forms be purchased and who pays for them?

Each county should purchase sufficient forms for all applicable children/youth clients, or
require that their privately contracted providers purchase them directly.  For System of
Care Counties, the funds should be utilized from the grant monies.  For non-System of
Care Counties, DMH is examining the possibility of allocating some additional funding
for the administration of two complete sets of instruments per client.

• Is the time associated with administering the instruments billable?

The administration and scoring of the performance outcome instruments may be billed
by treatment providers as assessment.
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• What should be done if a client and/or their caregiver refuse to fill out the instruments?

Clinicians and other mental health staff should encourage clients and family to
complete the forms, however, if all attempts of explanation and encouragement fail, then
include an explanation (such as “client/parent/other refused to complete”) in the file for
auditing purposes.  In all cases, however, the CAFAS can still be completed by the
clinician based on the last interaction with the client.

• When should the instruments first be administered -- at the point when the client first starts
receiving services, or at the end of 60 days and entry into coordinated care?  (If the
instruments are filled out after receiving treatment, it is possible they will be measuring, at
least in part, the effect of having received services.)

The instruments should be administered as soon as it is determined the client is within the
severely emotionally disturbed target population.  If the client will be receiving services
for more than 60 days, the instruments must be administered within 60 days from
“intake”.  Identification of the target population is an issue that will be reexamined in the
future.  At this time, it is acknowledged that this method of administration lacks the level
of desired sensitivity regarding the initial treatment of services.

• What languages are each of the forms available in?

TABLE 2-5:  Languages Available for Child/Youth Instruments
Instrument Non-English Languages Available

CBCL Albanian, Amharic, Arabic (West Bank), Armenian, Bahasa-
Indonesia, Bengali, Cambodian, Czech, Dutch, English, Greek,
Hebrew, Hindi, Hong Kong-Chinese, Hungarian, Italian, Japanese,
Kiembu, Korean, Latvian, Lithuanian, Persian, Polish, Portuguese,
Russian, Serbo-Croatian, Samoan, Slovenian, Spanish, Tagalog,
Thai, Turkish, Vietnamese, Zulu

YSR Amharic, Bahasa-Malaysia, Cambodian, Czech, Dutch, English,
Greek, Hindi, Hong Kong-Chinese, Hungarian, Italian, Japanese,
Korean, Persian, Polish, Portuguese, Russian, Samoan, Serbo-
Croatian, Slovenian, Spanish, Tagalog, Turkish, Vietnamese

CAFAS English only
CSQ-8 Cambodian, Chinese, Dutch, English, French, Korean, Spanish,

Tagalog, Vietnamese (Note:  A Japanese version is under
development.)

CLEP English, Spanish
FES English, Spanish
YSQ English, Spanish

• How will client confidentiality be ensured?
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Steps are being taken to design systems that will ensure client confidentiality.  Each client
will be assigned a unique county identification code for the county to  transmit the data
files to the State without revealing the identify of the client.  Secure data transmissions
methods will be implemented.  No analyses will be generated that report individual client
data at the state level.

• Are these forms “culturally competent” and appropriate for use with California’s diverse
population?

Unfortunately, there are no simple solutions to identifying or developing standardized
assessment instruments that meet the modern conception of cultural competence.  While
it is possible to translate instruments into a given client’s language, and even though it is
possible through statistical techniques to identify what a given cultural group’s scores
mean in relation to other groups, it is difficult to conceptualize a single instrument that is
appropriate for the interpersonal and cognitive styles of a wide variety of cultures.  The
State Department of Mental Health is working with counties to address the simpler
questions first (i.e., appropriate language translations) and is committed to working with
the California Mental Health Planning Council and California Mental Health Directors
Association to identify ways to make the overall system truly culturally competent.

• Is there technical assistance available regarding data management/electronic transfer
technologies?

The Research and Performance Outcomes Development Unit at the State Department
of Mental Health is committed to providing county MIS staff with as much technical
assistance as possible.  The following assistance has been provided to date: 1) a
children and youth data system is being developed that counties may use to manage their
children’s performance outcome data; 2) staff have worked to identify and disseminate
information on the strengths and weaknesses of systems that various counties are using
to manage their performance outcome data; and 3) a children and youth performance
outcome data dictionary has been developed and disseminated to all counties identifying
the specific format and files names of all data counties are required to provide relating to
children and youth performance outcomes.  For more information on this, contact
Sherrie Sala-Moore at (916) 445-6843.
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SECTION 3 - PSYCHOMETRICS

General Information

The term “psychometrics” refers to the practice and technology of applying statistically-based
techniques toward the measurement and understanding of psychological “events”.  These events
could include attitudes, personality traits, aptitudes and abilities, and underlying factors relating
to psychological functioning.  In a clinical setting, which by design is generally centered on a
specific individual, some feel that using statistically based assessment tools is not appropriate.
Rather, these individuals feel that it is the clinician’s professional judgment which grows out of
the establishment of a relationship of mutual trust that is most important.

No reasonable psychometrician would claim that statistical data is more important than the
relationship that exists between service provider and client.  However, psychometric data can, if
used appropriately, provide a very valuable piece of the puzzle that helps the clinician to develop
a more complete picture of the client.  Specifically, psychometric data provides three
essential components to the diagnosis, treatment planning, and service provision
process:

1)  Well Defined Areas of Measurement
Scores that are derived from appropriately designed psychometric-based assessment
instruments are generally well defined so that something meaningful can be said about a
person based on his or her score on that instrument.

2)  Reliability
There is evidence that the diagnostic process, when based on clinician judgment alone, is
not particularly reliable.  In other words, if several clinicians evaluate the same client using
the same information, their diagnoses will likely differ to some degree.  To the extent that
specific diagnoses are more amenable to specific treatment modalities, arriving at an
appropriate diagnosis is critical to providing the best service to clients.  With
psychometric-based data, it is possible to state, in a quantifiable way, how much
confidence may be placed in scores that describe the client.  This is not to say that those
scores are necessarily a complete picture of the client, however.  But when psychometric
data are used in conjunction with a clinicians clinical judgment, greater confidence may be
placed in the overall treatment planning process.

3)  Validity
The third and final essential component that psychometric data brings to the diagnosis,
treatment planning, and service provision process is a quantifiable level of validity.
Because of the intimate and person-centered nature of the clinician-client relationship, a
wide variety of factors enter into the judgments made by the clinician about the client.  For
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example, the nature of the clinician’s training will guide diagnostic procedures, and will
likely lead to a focus on client behaviors that were emphasized in his or her training; the
clinician’s own recent and overall professional experience will affect how he or she
approaches the client; because the clinician is human, it is likely that his or her own
emotional state and personal beliefs will affect judgments made about the client; finally, the
administrative environment in which the clinician works will likely place constraints on how
the clinician-client relationship develops.

Because of the way that psychometric-based assessment instruments are developed, it is
possible--within limits--to be sure that the instrument is mainly measuring what it is
supposed to measure.  This is referred to as “instrument validity.”  Stated in other terms,
validity refers to the extent to which an instrument is measuring what it is supposed to
measure and that the clinician can make appropriate judgments based on the instrument
score(s).

Some Basic Concepts in Psychometrics

Reliability

Broadly defined, reliability simply refers to the confidence that you can have in a person’s score.
In some cases, you want to be able to have confidence that the individual would have the same
score over time.  This is because you have reason to believe that what is being measured should
not change over time.  For example, if a person passes a driving test in January it is hoped that
the same individual would pass the test one year later.  At other times, it may not be appropriate
to expect that scores would remain consistent over time.  For example, it is hoped that if a client
receives treatment for depression, the score that the client would receive on a measure of
depression should decrease over time.  Psychometricians and other measurement specialists
have developed various methods of establishing reliability to meet these varying needs.  Some of
these are listed below:

Test-Retest Reliability

In test-retest reliability methodologies, an assessment instrument is administered at time 1
and then again at some later date(s).  To the extent that the scores that the client receives
are the same on both administrations, the two sets of scores will be positively correlated.
The correlation coefficient between these two administrations then becomes an estimate of
the ability of the assessment instrument to reliably assess the client over time.

Problems with this approach:  The main problem with the test-retest approach to
establishing validity is that a wide variety of intervening variables can come into play
between the first and subsequent administrations of the instrument.  An example from the
educational setting might be that a college entrance examination is administered to students
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at the beginning of their Junior year of high school.  If the same instrument were
administered again at the end of those same students’ senior year, the scores would likely
be quite different due to all of the intervening learning that took place.  From a
psychological standpoint, if a person completed a measure of depression at time one and
them experienced some major life event before the second administration of the measure,
the estimate of the instrument’s reliability would appear low.  Finally, it is possible that,
having completed the instrument one time the clinician’s or client’s responses may be
affected at the second administration if he or she remembers the previous responses.

If, on the other hand, it is hypothesized that whatever the assessment instrument is
measuring really should not change over time, then the test-retest approach is a powerful
method of establishing this fact.

Parallel Forms Reliability

Another way of establishing reliability is to develop two forms of the same instrument.  In
theory, if the two forms are measuring the same thing (e.g., depression), then the scores
on the two forms should be highly and significantly correlated.  To the extent that they are
in fact correlated, the correlation coefficient is roughly a measure of parallel forms
reliability.

Problems with this approach:  There are several problems with this method of
establishing reliability.  First, it can be expensive to develop two parallel forms.  The
second and perhaps greater problem is that there is always a certain amount of “criterion
contamination” or variance that is unrelated to what is intended to be measured in an
instrument score.  This is compounded in that if there is a certain amount of unsystematic
variance in each assessment instrument, then the sum of that variance across the two forms
will reduce the reliability between the forms.

Split-Half Reliability

This method of establishing reliability is similar to the parallel forms method--but with one
important difference.  To use the split-half method, an assessment instrument is
administered to a group of individuals.  Next the instrument is essentially randomly divided
into to equal portions.  These two portions are then evaluated to examine how strongly
they are correlated.  Assuming that the instrument is measuring a common trait, ability, or
psychological dimension, each half of the randomly divided instrument should be a
measure of the same thing.  Therefore, scores on each half should be highly correlated.

Problems with this approach:  There are two main problems with this approach.  First,
when you divide the assessment instrument in half, you effectively reduce the number of
items from which the total score is calculated by half.  Thus, you may by nature have a
score on each half that is of lower reliability and therefore any correlation between the two
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halves could be reduced.  Therefore, the overall estimate of reliability could appear
inappropriately low.  The second problem is that even though the assessment instrument
was randomly divided, there is no guarantee that the two halves are actually equivalent.
To the extent that they are not, the estimate of overall reliability will be lower.

Internal Consistency

The internal consistency approach to establishing reliability essentially evaluates the inter-
item correlations within the instrument.  Ultimately, an estimate of reliability is generated
that is equivalent to the average of all possible split-half divisions that could have been
made for that instrument.

TABLE 3-1:  Summary of Reliability Methodologies
Method Strengths Weaknesses

Test-Retest
Reliability

• Correlates scores from two
separate administrations of an
instrument.

• Correlation coefficient estimates
instrument’s ability to reliably
assess client over time.

• A wide variety of intervening
variables between the first and
subsequent administrations of the
instrument could alter the results.

Parallel
Forms

Reliability

• Correlates scores of two forms of
an instrument designed to measure
the same thing.

• Correlation coefficient estimates
instrument’s ability to measure the
target domain.

• It can be expensive to develop two
parallel forms.

• There is always a certain amount of
variance unrelated to what is
intended to be measured in an
instrument score that would reduce
the reliability between the forms.

Split-Half
Reliability

• Correlates scores for two equal,
randomly divided portions of an
instrument.

• Correlation coefficient estimates
instrument’s ability to measure the
target domain.

• Since only 50% of the items are
used per score, the overall estimate
of reliability could appear
inappropriately low.

• To the extent that the two halves
are not equivalent, the estimate of
overall reliability will be lower.

Internal
Consistency

• Evaluates the inter-item
correlations within the instrument.

• An estimate of reliability is
generated equivalent to the
average of all possible split-half
divisions.

Validity
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Some people misuse the term “validity” when they refer to assessment instruments.  It is
inappropriate to say that an assessment instrument is valid.  Rather, it is the inferences or
decisions that are made on the basis of an instrument’s scores that are either valid or invalid.  In
order to be able to make valid inferences about a client based on his or her score on an
instrument, the instrument must be measuring what it was intended to measure.  This point
cannot be emphasized enough.

When a client completes an instrument that is designed to evaluate his or her psychological
functioning, if the instrument uses terms that, while common in a European cultural setting, may
not be familiar in an Asian setting, then the inferences based on the instrument scores may not be
appropriate for Asians.  Threats to validity do not have to be nearly so extreme or obvious to
make interpretation of scores invalid for making assessments.  Therefore, it is important for
users of test information to understand methods of test validation, the strengths and weaknesses
of each, and what types of inferences are more appropriate for the method of validation that
was used.  Several validation methods are discussed briefly below.

Content Validity

When one says that an instrument is content valid, it indicates that the individual items
that make up the instrument are reflective of the specific domain that they are intended
to measure.  For example, in an instrument designed to measure quality of life, if that
instrument contains items such as indicators of living situation, independence, self-
sufficiency, etc. (assuming these have been documented by a group of individuals as
measuring quality of life), then the instrument may arguably be called “content valid.”

Criterion-Related Validity

There are basically two methods of employing criterion-related validation strategies.
These are: a) predictive and b) concurrent.

In predictive criterion-related validation strategies, the goal is to develop an instrument
that is able to predict a persons later score, performance, or outcome based on some
initial score.  Examples of such predictive instruments include the General Aptitude Test
Battery (GATB), Armed Services Vocational Aptitude Battery (ASVAB), Scholastic
Aptitude Test (SAT), and Graduate Record Examination (GRE).

In concurrent criterion-related validation strategies, the goal is to effectively discriminate
between individuals of groups on some current trait.  For example, the Minnesota
Multiphasic Personality Inventory (MMPI) was developed using a method called
criterion keying to develop an instrument that was extremely powerful at identifying
whether or not a person was currently experiencing psychoses.
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The criterion-related validation approach can be extremely powerful.  However, it
suffers from a variety of conceptual and/or logistical problems.  Although I will not delve
deeply into the statistical reasons for these problems, I will list them.  Using a criterion-
related validation strategy:

• It is difficult to develop parallel forms.
• Instruments tend to have low internal consistency.
• To maximize predictive power, items should have minimal correlations with each

other but maximum correlations with the external criterion.  This makes it
methodologically difficult to identify test items.

• Instruments tend to have low face validity.

Construct Validity

Construct validation approaches utilize factor analysis to identify items that appear to be
highly correlated to one another.  To the extent that items are, in fact, correlated to each
other they are assumed to be measuring something in common.  Exactly what those
items are measuring is difficult to say.  What test developers do is review the content of
the items and try to identify commonalties in the subject matter that they cover.  For
example, if a group of inter-correlated items addresses such things as sleeplessness, lack
of energy, frequent crying, fear of being alone, etc., a test developer may decide that
these items are measuring the construct of depression.

What is a construct?  It is important to keep in mind that a construct does not exist.
Rather, it is a theoretical creation to explain something that is observed.  Returning to
our example of a depression construct, depression is not a thing that exists.  Rather, it is
simply a name that we have given to a group of traits or a level of psychological
functioning.

Face Validity

Face validity simply refers to the extent to which an assessment instrument “appears” to
be related to what it purports to measure.  For example, a driving test is face valid
because all of the questions that are asked are related to laws and situations that a driver
may be faced with.  Therefore, even if we don’t like driving tests, most of use feel that
they are at least somewhat related to driving.

On the other hand, someone may find that math ability is related to driving ability.  If this
occurred, it would be possible to administer a math test and, based on the scores a test
taker received, either approve or deny a drivers license.  In this case, a math test could
be valid for use in predicting driving behavior, but it would not be face valid because it
would “appear” unrelated to the task of driving.
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Face validity is important in most assessment settings because people inherently like to
make sense out of what they are doing.  When clinicians, clients, family members, or
anyone else are asked to fill out an assessment instrument, they will feel better about
doing so and will likely provide more accurate data if they feel that the information they
provide makes sense and can see how it can be useful.

TABLE 3-2:  Summary of Validation Methodologies
Method Strengths Weaknesses
Content
Validity

• Provides an indication of how the
individual items that make up the
instrument are reflective of the
specific domain that they are
intended to measure.

• Assumes that the area being measured
is clearly understood.

• To the extent that what is being
measured is conceptual or multi-
dimensional, effective content-oriented
items may be difficult to develop.

Criterion-
Related
Validity

• Predictive strategies provide an
indication of how well the
instrument is able to predict a later
score, performance, or outcome
based on some initial score.

• Concurrent strategies provide an
indication of how the instrument
effectively discriminates between
individuals or groups on some
current trait.

• It is difficult to develop parallel forms
using this approach.

• Instruments tend to have low internal
consistency.

• To maximize predictive power, items
should have minimal correlations with
each other but maximum correlations
with the external criterion making it
methodologically difficult to identify
test items.

• Instruments tend to have low face
validity.

Construct
Validity

• Utilizes factor analysis to identify
items that appear to be highly
correlated to one another in order
to develop assessment instruments
that measure a common construct.

• Exactly what a group of inter-
correlated items is measuring may be
difficult to ascertain.

Face
Validity

• Provides an indication of how the
assessment instrument “appears” to
be related to what it purports to
measure

• Not really an indicator of validity.
Rather, it is based on the assumption
that data will be more valid when
respondents see the relationship
between the instrument and what it is
supposed to measure.

Conclusion

Psychometric data is intended to provide an additional tool for clinicians and other service
providers to use as they plan and conduct their treatment.  It is not intended to supplant or
replace clinical judgment.  The above issues have been discussed to help those who use data
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generated from the Children and Youth Performance Outcome System evaluate and make more
effective and appropriate use of their client’s assessment data.

It is important to understand which method was used to validate each of the clinical assessment
instruments so that you can know what kinds of judgments may be made about the scores.
Knowing that an instrument is reliable and how the reliability was established can help the
clinician have confidence in the scores as well as know what kinds of changes are reasonable to
expect.

Finally, the remainder of this training document goes into additional detail on each of the
assessment instruments.  Each instrument’s validity, reliability, administration and scoring
procedures, interpretation, and use will be discussed.  The above information is intended to help
you make sense of this.

Sources of Further Information

Anastasi, A. (1982). Psychological Testing (5th. Ed.). New York: MacMillan.

Crocker, L. & Algina, J. (1986).  Introduction to Classical and Modern Test Theory.
Orlando, FL.: Harcourt Brace Jovanovich College Publishers.

Holland, P. & Wainer, H. (1993).  Differential Item Functioning.  Hillsdale, NJ.: Lawrence
Erlbaum Associates

Kamphaus, R. (1993). Clinical Assessment of Children’s Intelligence: A Handbook of
Professional Practice.  Needham Heights, MA.: Allyn and Bacon, a Division of
Simon and Shuster, Inc.

Nunnally, J. (1978). Psychometric Theory (2nd. Ed.).  San Francisco: McGraw-Hill.



Clinical Training Manual Section 4 - CLEP, CSQ-8, FES & YSQ

i.:\r&e\rpod\children\training\CSQ8_MOR.DOC 4-1 Version:  1/10/01

SECTION 4 - CLEP, CSQ-8, FES & YSQ

General Information

Client Living Environments Profile (CLEP)

The Client Living Environments Profile (CLEP) is a public domain instrument (it may be freely
copied) that was developed by the Children’s Performance Outcome Technical Work Group
under the oversight of the Department of Mental Health.  The CLEP is an indicator of the
child’s living situation and the restrictiveness of the living situation over the last 12 months.
Specifically, the CLEP collects two kind
s of information:  1) current living situation and 2) predominant living situation over the last
twelve months.  The CLEP is to be administered for all target population clients  (see page 2-4
for description of target population) within 60 days of first receiving service, annually and at
discharge.

Client Satisfaction Questionnaire (CSQ-8)

The Client Satisfaction Questionnaire (CSQ-8) was developed, validated and copyrighted by
Clifford Attkisson, Ph.D., a professor at the University of California at San Francisco.  Dr.
Attkisson is also an associate of Abram Rosenblatt, Ph.D., who is the contract evaluator for
Children’s Systems of Care and who also was the architect of the model we are using for the
Children and Youth Performance Outcome System.  The CSQ-8 is to be completed by the
parent/primary caregiver and was designed to rate the level of satisfaction with the services
provided for their child using a Likert-type (5-point) rating scale.  The CSQ-8 is to be
administered for all target population clients (see page 2-4 for description of target population)
annually and at discharge.

Family Empowerment Scale (FES)

The Family Empowerment Scale (FES) is a public domain instrument (it may be freely copied)
and has been used in evaluation research conducted by the Regional Research Institute for
Human Services at Portland State University in Oregon. The FES is designed to measure
parents’ or family caregivers’ attitudes, knowledge and behavior related to their power to get
effective care for their child and participate in community and political change in children’s
mental health systems.  The instrument contains 34 straightforward items (e.g., “I am able to get
information to help me better understand my child”) that are rated on a 5-point scale from “not
true at all” to “very true”.  The FES is recommended, but not required, to be administered for all
target population clients (see page 2-4 for description of target population) annually and at
discharge.
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Youth Satisfaction Questionnaire (YSQ)

The Youth Satisfaction Questionnaire (YSQ) is a public domain instrument (it may be freely
copied) and has been used in the evaluation of a community-based case management program
that provides individualized services to seriously emotionally disturbed children.  The YSQ is
designed to measure both the child’s general level of satisfaction with services and their
satisfaction with specific services they have received.  The instrument contains 5 general
questions (e.g., “Did you like the help you were getting?”) with answers rated as “yes”,
“somewhat” or “no”; and has a section where specific services can be entered into blank spaces
to be rated with a grade from A to F to rate the quality of care.  The YSQ is designed to be
completed by a child or adolescent client 9 years of age or older.  The YSQ is recommended,
but not required, to be administered for all target population clients (see page 2-4 for
description of target population) age 9 or older annually and at discharge.

Administration

Who Should Administer the CLEP, CSQ-8, FES & YSQ Instruments?

The CLEP may be administered by any mental health staff person who possesses the
information necessary to complete it.   The CSQ-8, FES and YSQ instruments are designed to
be self-administered or administered by an interviewer if the respondent requires assistance or if
there are language barriers.

Instructions for the Client Living Environments Profile (CLEP)

1)  Select one of the codes from Table 4-1 that is most representative of the client’s living
environment at the time of assessment.

2)  Select one of the codes from Table 4-1 that is most representative of the client’s
predominant placement over the past 12 months.

TABLE 4-1:  CLEP Living Environment Codes
Environment Code Living Environment Category

1 Incarcerated (Prison, County Jail, CYA, Juvenile Hall, etc.)
2 Psychiatric Hospital or Residential Treatment Center

(Levels 13-14)
3 Group Home (Levels 1-12)
4 Foster Care or Therapeutic Foster Care
5 Living with Biological or Adoptive Family, Relatives, Friends, or

Others in a Home Setting.
6 Living Independently by Self, with Spouse, Roommate, and/or

Dependent Children.
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7 Homeless
Note:  The State does not require the actual use of the CLEP instrument if this data is already
being collected in another manner.  However, the client’s living environment data must be
forwarded to the State in the designated categories listed in Table 4-1.  This would require
recoding of the county’s current living situation data.  If the Restrictiveness of Living
Environments Scale (ROLES) is being used, refer to page 30 of the Data Dictionary for the
Children and Youth Performance Outcome Data System for a ROLES to CLEP Conversion
Chart.  Contact Sherrie Sala-Moore at (916) 445-6843 if questions arise regarding recoding
this data.

Instructions for the Client Satisfaction Questionnaire (CSQ-8)

The Department of Mental Health, acting on the recommendations of the Performance Outcome
Advisory Group (POAG), is requiring the following administration criteria regarding the CSQ-8:

1. Counties must chose to either:
a) Provide the client’s identification code with each client’s CSQ-8 data.

OR
b) The county must collect the following demographic information as part of the 
CSQ-8 survey:

1)  gender,
2) ethnicity,
3) age, and
4) method of administration.

2. With respect to how the CSQ-8 is administered, the Department of Mental Health is
encouraging flexibility.  The goal is to find those strategies that maximize return rates and
facilitate valid data without causing an unnecessary burden to county staff.  Therefore, the
Department of Mental Health is requiring that whatever strategy is used to administer the
CSQ-8 (e.g., mail-out, peer administration, hand out prior to receiving treatment and drop in
a locked box, etc.) the method of administration be included in the data files sent to the state.
See the Children and Youth Performance Outcome System Data Dictionary for additional
information on the structure and format of the data set to be sent to the State.

3. Finally, it is imperative that client confidentiality be assured as part of the process of
collecting consumer satisfaction data.  Therefore, it is recommended that when a client is sent
or handed a satisfaction survey, a notice of confidentiality of data be included to reassure the
client.

Instructions for the Family Empowerment Scale (FES)

The FES is completed by the client’s parent or primary care giver.  Since this is not a
mandatory instrument for use in Children and Youth Performance Outcomes, no specific scoring
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and administration instructions shall be provided.  Rather, the instrument should be used, if at all,
in the manner that the county feels it will provide the most benefit.

Instructions for the Youth Satisfaction Questionnaire (YSQ)

The YSQ is completed by the client’s parent or primary care giver.  Since this is not a
mandatory instrument for use in Children and Youth Performance Outcomes, no specific scoring
and administration instructions shall be provided.  Rather, the instrument should be used, if at all,
in the manner that the county feels it will provide the most benefit.

Confidentiality

To encourage accurate responses, it is crucial that respondents for the CSQ-8, FES and YSQ
instruments be assured confidentiality of their responses so they will not have any fear of
retribution.  The CSQ-8, FES and YSQ instruments should never be returned to the
clinician.  It is recommended that these instruments be placed in a sealed envelope after
completion by the respondent.

A county may want to provide an “Assurance of Confidentiality” letter along with the instrument
when given to the respondents.  The following is an example of the text of such a letter:

“This letter is to assure you as a client receiving mental health services through [insert
your agency name] that the Client Satisfaction Questionnaire, the Family
Empowerment Scale, or the Youth Satisfaction Questionnaire that you are about to fill
out is confidential.  Your therapist will not see this and your responses will in no way
affect your right to service.  Because [insert county name] County will use the results
to improve quality of service, we are interested in your honest opinions, whether they
are positive or negative.  Thank you for your cooperation and help in improving our
service to you.”

Frequently Asked Questions

• How do I obtain copies of the public domain instruments?

Master copies of the CLEP, FES, and YSQ may be obtained from the
Department of Mental Health.  Contact Susan Burgess at (916) 327-9282.

• If these instruments are optional, why should they be used?

One of the  values that we hold as very important to the public mental health
system is that the client and his or her family be involved in the treatment process.  The
family empowerment scale collects information from the parent or primary care giver
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relating to the extent to which he or she feels enabled to truly participate in and shape
the treatment process.

Currently, client satisfaction with services is only collected from the parent or primary
care giver in the Children and Youth Performance Outcome System.  This is done
through the Client Satisfaction Questionnaire (CSQ-8).  It can also be helpful to collect
information on the degree to which the child or adolescent client is satisfied with
services.  The Youth Satisfaction Questionnaire (YSQ) is designed to collect the latter
information.  Together, these optional instruments along with the core battery of
instruments provides comprehensive information about the client from the clinician, the
client, and his or her primary care giver.

• Will data from the FES and YSQ be reported to the State?

No.  The State will only be collecting the information from the core battery of
instruments (i.e., CBCL, YSR, CAFAS, CSQ-8, CLEP).  The specific information that
the State will receive, as well as the format that it must be in when transmitted to the
State, is clearly defined in the Children and Youth Performance Outcome Data
Dictionary.

Sources of Further Information

Attkisson, C. Clifford, (1982), The Client Satisfaction Questionnaire:  Psychometric Properties
and Correlations with Service Utilization and Psychotherapy Outcome. Evaluation and Program
Planning, Vol. 5, pp. 233-237.

Attkisson, C. Clifford & Greenfield, Thomas K., (copyrighted 1995), The Client Satisfaction
Questionnaire (CSQ) Scales:  A History of Scale Development and A Guide for Users.

For additional information on the FES & YSQ, contact the Regional Research Institute for
Human Services, Portland State University, OR  97297, (503) 725-4040.

Ordering Information University of San Francisco, Professor of Medical Psychology
for the CSQ-8: ATTN: Clifford Attkisson, Ph.D.

500 Parnassus Ave. MU200-W, San Francisco, CA  94143-0244
Phone: (415) 502-6173
FAX: (415) 502-6177

Ordering Information Department of Mental Health
for the CLEP, FES & YSQ: Research and Performance Outcome Development

1600 9th Street, Sacramento, CA  95814
Phone (916) 327-9282
FAX (916) 322-1025
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SECTION 5 - CBCL & YSR

General Information

The Child Behavior Checklist/4-18 (CBCL), the Youth Self-Report (YSR), and the Teacher’s
Report Form (TRF) were developed by Thomas M. Achenbach, Ph.D., to create standardized
procedures for assessing children’s competencies and problems.  The 1991 edition of the
CBCL and the YSR are the most current versions available.  To facilitate comparison among
reports completed by different informants regarding the same client, the 1991 profiles for the
CBCL and YSR display eight scales which identify cross-informant problem syndromes.  The
CBCL and YSR are intended to serve as components of a multiaxial empirically-based
assessment, an approach which emphasizes the use of multiple sources of data.  Other
components include teacher-reports, standardized tests, physical assessment, observations, and
interviews.  For the purpose of performance outcomes reporting, the CBCL should be
completed for Seriously Emotionally Disturbed (SED) children and adolescent clients age 4
through 18, and the YSR should be completed for SED clients age 11 through 18.

Development Approach

To develop standardized procedures for assessing behavioral/emotional problems, descriptions
of competencies and problems that are most often of concern to parents and mental health
professionals were identified.  These competency and problem types were derived based on
earlier studies, clinical and research literature, and consultation with clinical and developmental
psychologists, child psychiatrists, and psychiatric social workers.  After successive revisions of
pilot editions of the CBCL and YSR that were used in clinical settings, the competency and
problem items were finalized into the format found in the current editions of the CBCL and
YSR.

Validity and Reliability

Note:  Refer to Section 3 for details on validity and reliability methodologies.

Validity pertains to the accuracy with which a procedure measures what it is supposed to
measure and the extent to which confidence may be placed in inferences made on the basis of
instrument scores or other data.  Evidence supports the validity of the CBCL and YSR scores
for content, construct, and criterion related validity.  Content validity refers to whether an
instrument’s content includes items that are related to the area being assessed.  The content
validity of the CBCL/YSR is supported by the ability of most CBCL and YSR items to
discriminate significantly between demographically matched referred and non-referred children.

Construct validity refers to whether a set of items represent or measure a single hypothetical
variable.  Construct validity of the CBCL/YSR is supported by numerous correlates of the
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scales, including significant associations with analogous scales of other correlated instruments
(e.g., the Quay-Peterson (1983) Revised Behavior Problem Checklist).  The syndromes were
empirically derived from through principal components analysis and factor analysis studies.

Criterion related validity refers to ability to make predictive decisions based on the score on an
instrument.  Criterion related validity of the CBCL/YSR is supported by the ability of the
CBCL’s and YSR’s quantitative scores to discriminate between referred and non-referred
children after demographic effects were partialled out.  Clinical cutpoints on the scale were also
shown to discriminate significantly between demographically matched referred and non-referred
children.

Reliability refers to agreement between repeated assessments of phenomena when the
phenomena themselves remain constant.  The degree of inter-interviewer reliability and test-
retest reliability were analyzed for the CBCL and YSR.  Inter-interveiwer reliability refers to the
degree to which different interviewers obtain similar results.  Test-retest reliability refers to the
degree to which the same informants provide the same scores over periods when the subjects’
behavior is not expected to change.  The reliability correlations for the CBCL and YSR are
summarized below in Table 5-1.  The inter-interviewer and test-retest reliabilities of the CBCL
item scores were supported by intra-class correlations for the mean item scores obtained by
different interviewers and for reports by parents on two occasions 7 days apart.  The test-retest
reliability of CBCL and YSR scale scores were supported by the mean test-retest correlations
obtained over a 7 day period for both the competence scales and for the problems scales.

TABLE 5-1:  CBCL & YSR Reliability Correlations
Type of Reliability CBCL Correlations YSR Correlations

Inter-Interviewer & Test-Retest 0.90s ---

Test-Retest on Competence Scales 0.89
0.68 (11-14 Year Olds)
0.82 (15-18 Year Olds)

Test-Retest on Problem Scales 0.82
0.65 (11-14 Year Olds)
0.83 (15-18 Year Olds)

Scales and Definitions

Competence Scales

A total competence score for the CBCL is derived by summing the three competence scales
which include Activities, Social, and School.  The YSR total competence score is the sum of the
scores for the Activities and Social scales, plus the mean score for ratings of performance in
academic subjects.
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TABLE 5-2:  Competence Scales
CBCL YSR

Activities Activities
Social Social
School ---

Problem Scales

There are eight cross-informant syndrome scales designated which include Withdrawn, Somatic
Complaints, Anxious/Depressed, Social Problems, Thought Problems, Attention Problems,
Delinquent Behavior, and Aggressive Behavior.  In addition, two broad groupings of syndromes
are designated as Internalizing and Externalizing.  The Internalizing score is the sum of the
Withdrawn, Somatic Complaints and Anxious/Depressed scale scores.  The Externalizing score
is the sum of the Delinquent Behavior and Aggressive Behavior scale scores.

TABLE 5-3:  Cross-Informant Problem Syndrome Scales
Internalizing Group Other Externalizing Group

Withdrawn Social Problems Delinquent Behavior
Somatic Complaints Thought Problems Aggressive Behavior
Anxious/Depressed Attention Problems ---

Clinical Utility

The CBCL and YSR provide a structured, valid, and reliable way for collecting client data in a
standardized format, which may assist clinicians in obtaining information that could be missed in
an unstructured clinical interview process.  Additionally, using the CBCL and YSR profiles
provides the clinician with a graphical presentation of the child’s areas of competence and areas
of problems.  This information can be used with and compared to the Child and Adolescent
Functional Assessment Scale (CAFAS) profile which provides the clinician with a graphical
presentation of the child’s levels of functioning in a variety of domains, in order to obtain a more
complete picture of how the child is functioning.

The CBCL and YSR profiles provide quantitative data which compares the client’s functioning
level both with a “normal” child population and with a nationwide clinically referred population.
In addition, a comparison of the children in county programs could be made on a countywide
basis.  The instrument and profile data may be used to assist in validating the clinicians own
judgment; they may assist the clinician in tailoring interventions to the child’s specific needs; they
can be used to provide structure to the goal setting process by identifying specific areas to target
for improvement; and further, they provide a structured method to track improvements in
specific areas over time.
How to read the Profile
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A two page computer-scored profile is generated for both the CBCL and YSR.  One page
shows the client’s “Competence” in several living areas and the other identifies “Problems” in
various functional domains.  The profile gives the clinician a picture of the child’s overall
functioning in various areas thought to be important in evaluating a child’s competencies and
problems.  Each scale has a score indicated by three ###’s on the graph (see example profiles
on pages 5-21 through 5-24).  By drawing a line to connect these ###’s together, the profile
provides a picture of the child’s functioning in these areas as compared to the total population of
children of the same age and sex.

Problem Scales

At the bottom of the profile are the names of the scales that have been scored for the client.
For example, on the Competence page of the CBCL profile, Activities, Social and School are
scored.  On the Problems page of the CBCL profile, Withdrawn, Somatic Complaints,
Anxious/Depressed, Social Problems, Thought Problems, Attention Problems, Delinquent
Behavior, and Aggressive Behavior are scored.  The items comprising each of the eight scales
are listed on the bottom half of the page.  To the left of each problem type is the score (0,1, or
2) given the item by each respondent.  The total scale score and two types of “T” scores are
printed beneath each scale.  T scores are scores that have been transformed to have a mean
(average) of 50 and a standard deviation of 10.  The first of these T scores (labeled “T
SCORE”) is in relation to non-clinical normative samples.  The second type of T score (labeled
“CLIN T”) is derived from comparison of the child with a clinical population of children who
had been referred for mental health services.

Internalizing/Externalizing Groupings

At the top of the Problems page of the profile, there are internalizing and externalizing broad-
band syndrome groupings listed (see example profile on page 5-22).  The internalizing
syndrome grouping is comprised of three subscales:  1) Withdrawn, 2) Somatic Complaints and
3) Anxious/Depressed.  The externalizing syndrome grouping is comprised of two subscales:  1)
Delinquent Behavior, and 2) Aggressive Behavior.

Graph Nomenclature

The right axis of the graph lists normalized T scores with a mean of 50 and a standard deviation
of 10.  A T score of 60 represents 1 standard deviation above the mean.

The left axis of the graph lists percentile rankings.  A ranking in the 85th percentile represents a
score higher than 84% of the children tested and lower than 15% of the children tested.

The set of broken lines indicate the ranges for clinical, borderline and non-clinical scores.  For
the problems graph, scores above the top broken line (at the 98th percentile and T score of 70)
represent the clinical population, scores within the two lines represent the borderline clinical
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population, and scores below the bottom line represent the non-clinical population.  For the
competence graph, scores above the top broken line represent the non-clinical population,
scores within the two lines represent the borderline clinical population, and scores below the
bottom line (at the 2nd percentile and T score of 30) would represent the clinical population.
Reminder:  Higher competence scores indicate better functioning, clinical level is below the
lower line.  Higher problem scores indicate more severe problems, clinical level is above the top
line.

Total Scores

To the right of the problems graph, various total scores are presented.  The total number of
problem items scored as present is listed (labeled “# ITEMS”).  A total problem scores is listed
(labeled “TOTSCORE”), as well an internalized score (labeled “INTERNAL”) and an
externalized score (labeled “EXTERNAL”).  T scores comparing these last three sums to the
normative samples of non-referred children are presented under the appropriate sum (“TOT T”,
“INT T”, and “EXT T”).  If a T score falls in the borderline range, it is preceded by a “+”; if it
falls in the clinical range, it is preceded by a “++”.

Additional Syndromes

On the CBCL for boys and girls age 4 through 11, a Sex Problems syndrome Total and T
score are provided in a separate box near the bottom of the second page, below Syndrome
VII, and is labeled as “IX”.  This syndrome is comprised of problem items 5, 59, 60, 73, 96
and 110 which are marked with a “$” where they appear.

On the YSR for boys only, a Self-Destructive/Identity Problems syndrome Total and T score
are provided in a separate box at the bottom right corner of the second page, and is labeled as
“IX”.  This syndrome is comprised of problem items 5, 12, 13, 18, 20, 27, 33, 35, 57, 79, 91
and 110 which are marked with a “$” where they appear.

Other Information

On the right of the problems page, below the total scores, is a list of “Other Problem” items
which did not correlate highly with the eight syndrome scales but are informative to clinicians
and other mental health workers.

Items that are not on the cross-informant construct are marked with an asterisk “*”.  These
represent differences between the items comprising the CBCL and YSR syndrome scales.

At the bottom of the problems page, data is displayed regarding relations between the child’s
pattern of syndromes derived from cluster analyses of children referred for mental health
services.  These patterns are designated as Profile Types which include Withdrawn, Somatic
Complaints, Social Problems, and Delinquent-Aggressive.  Under each profile type is displayed



Clinical Training Manual Section 5 - CBCL & YSR

i.:\r&e\rpod\children\training\CAFAS.DOC 6-6 Version:  1/10/01

the intraclass correlation (ICC) between the child’s clinical T scores and the clinical T scores
that define each profile type for the child’s age and sex.  Two asterisks (“**”) are printed next
to the ICC if it is statistically significant.

The Socially Desirable items on the YSR (Items 6, 15, 28, 49, 59, 60, 73, 78, 80, 88, 92, 98,
106, 107, 108 and 109) are not counted toward the Total Problem score and they do not
appear on the profile.

Interpretation of Scores

Each scale is generally self-explanatory and was developed to be descriptive of a youth’s
functioning.  For example, the Withdrawn scale measures levels of withdrawal from
interpersonal and social interactions.  By reading the questions listed in abbreviated form below
each scale, you can see the various components of your client’s ratings on this scale.  For each
item, the informant has indicated if this statement is very true (2), somewhat true (1), or not true
(0) about the client.

Each youth receives a raw score on each scale, indicated by the ### signs.  It is a total of the
numerical ratings of the statements comprising the scale.  A T score of 70 (98th percentile) or
higher or 30 (2nd percentile) or lower, on one or more of the scales is within a clinically
significant range.  This range falls two standard deviations above or below the mean on that
scale and is in the top or bottom 2% of individuals being tested.  It is unlikely that a score in this
range is a chance finding or the result of testing error.  Such a score generally indicates
significant ability or disability, depending on what is being measured.

If a client has a T score of 80 in the area of aggressive behavior on the CBCL, for example, this
is equivalent to the 99th percentile.  It shows that the client has more problems with his/her
aggression (as rated by the caregiver) than 99% of the total population of youth of his/her age
and sex.  If your client has a T score of 20 on the Activities Competency scale, this indicates
they rated at the 1st percentile for youth of his/her age and sex in terms of involvement in
activities (as rated by the caregiver).

Tips for analyzing the profile:
• Look first at the low points on the competency scale and the high points on the problems

scale.  These are an indication of the client’s problem areas.
• If the client has scored in the clinical or borderline range in one or more areas, this should be

noted.
• Take the informant (e.g., youth, parent, caregiver, or teacher) into account when analyzing

the profile.  It is important to be aware of a respondent’s attitude, culture, agenda,
perspective on life, as well as whether or not the client is self-referred or referred by the
courts or another entity.

• If you have more than one informant (e.g., youth and mom), see if the scores are similar or
different.
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• For further information about a particular problem scale, look down the sheet for actual
items which contributed to your client’s score.  By noting which items the client received
high scores on, you will be able to identify specific problem areas.

• Look at the overall profile.  In what areas does the youth have difficulties or strengths?
Look for a pattern and see how it fits with and either confirms or conflicts with your picture
of the youth.  For example, if your client scores very high on delinquent behavior and
aggressive behavior and in the low range on withdrawn, somatic complaints, and
anxious/depressed, a “picture” of how the client function emerges -- externalizes anger,
antisocial, feels minimal internal/psychological pain.

• Ask parent/youth for clarification on certain reported items, especially such items as number
nine, “9. Can’t get mind off certain thoughts, obsessions”; ”40. Hears sounds or
voices that aren’t there”; “70. Sees things that aren’t there”; “84. Strange
behavior”; and “85. Strange ideas”.

• Review the actual answer sheet for the CBCL and YSR.  These forms requested the
respondents to provide narrative descriptions to support or explain their responses on
certain items.

Administration Procedures

Instructions

The parent/primary caregiver is to complete the CBCL for clients age 4 through 18.  The
child/youth is to complete the YSR for clients age 11 through 18.  It is important that the
completion of each of these instruments are conducted independently of one another.

To ensure that the respondent can read and that they understood the instructions on how to
complete the instrument, some clinicians have recommended having them read the first question
aloud and then state how they would score it.  The clinician, or whoever is administering the
instrument, can then determine if further assistance is required.

Who can administer the CBCL and YSR?

The CBCL and YSR are designed to be either self-administered or administered by an
interviewer if the respondent requires assistance or if there are language barriers.

Where do the profiles go?

The profiles need to be sent back to the clinician within 2 weeks to review and use in treatment
planning.  Copies of the profiles should be filed in the client’s permanent file.
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Frequently asked questions

• Who do you give the CBCL to when no primary care giver is available, or when the client
has just been released from a restrictive out-of-home placement (e.g., California Youth
Authority, etc.)?

If there is no primary care giver to complete this instrument, the clinician/mental health
staff should use their best judgment based upon the specifics of each situation.  If a
cooperative surrogate (such as a probation officer, group-home staff, etc.) can be found
that could provide the type of information requested on the form, the clinician may want
to administer the instrument accordingly.  If no party is available with the required
information, the only viable option would be include an explanation (such as “no one is
available to provide this information”) in the file for auditing purposes.

• How should the CBCL be introduced to Parents/Primary Caregivers?
 

The CBCL should be introduced as a method of collecting information about the child
who is receiving services.  The exact language of the introduction should depend on
knowledge of the family.  This is an example of one county’s basic approach: “Please
complete this questionnaire about your child’s strengths and weaknesses.  This
will help us better understand what is going on so that we can provide the best
type of help for your child.  Please answer all questions and feel free to ask for
help or clarification.”

• How should the YSR be introduced to the youth?
 

The YSR should be introduced as a method of collecting information from the
adolescent who is receiving services.  The exact language of the introduction should
depend on knowledge of the youth.  This is an example of one county’s basic approach:
“Please complete this questionnaire about your strengths and weaknesses.  This
will help us better understand what is going on for you so we can provide the best
type of help.  Please answer all the questions and feel free to ask for help.”

• In some instances, due to the minimal level of functioning or reading ability of the client
and/or caregiver, the instruments cannot be completed independently.  Are there
alternative methods of administration that could reduce the amount of clinician time to
administer the instruments in such situations?

Some alternative methods that counties are exploring include:
- Administering the instruments in a classroom type of setting;
- Using an video tape presentation to administer; and
- Creating a computerized system to administer.

Sources of Further Information
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Achenbach, T. M. (1991).  Manual for the Child Behavior Checklist/4-18 and 1991
Profile.  Burlington, VT:  University of Vermont Department of Psychiatry.

Achenbach, T. M. (1991).  Manual for the Youth Self Report  and 1991 Profile.  Burlington,
VT:  University of Vermont Department of Psychiatry.

Achenbach, T. M. (1997).  Bibliography of Published Studies Using the Child Behavior
Checklist & Related Materials:  1997 Edition.  Burlington, VT:  University of Vermont
Department of Psychiatry.

Ordering Information:

Child Behavior Checklist Phone: (802) 656-8313 or -4563
University of Vermont Fax: (802) 656-2602
Department of Psychiatry E-Mail:  Checklist@uvm.edu
1 South Prospect Street Web:  http://www.uvm.edu/~cbcl/
Burlington, VT  05401-3456
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SECTION 6 - CAFAS

General Information

The Child and Adolescent Functional Assessment Scale (CAFAS) was developed, validated,
and copyrighted by Kay Hodges, Ph.D., at the University of Michigan at Ann Arbor.  The
CAFAS, which is completed by a clinician or other appropriately trained mental health worker,
is intended to be administered to “school age” children.  Dr. Hodges determines this to be
roughly from age 7 through 17.  For the purpose of performance outcomes reporting, the
CAFAS should be completed for Seriously Emotionally Disturbed (SED) children and
adolescent clients age 7 through 18.

Designed to assess the extent to which a child or adolescent is experiencing functional
impairment(s), the CAFAS generates eight scales that relate to how the child is functioning in a
variety of domains.  These eight scales, which are described later in this section, include:  1)
Role Performance - Home; 2) Role Performance - School/Work; 3) Role Performance -
Community; 4) Behavior Toward Others; 5) Moods and Emotions; 6) Moods/Self Harmful
Behavior; 7) Substance Abuse; and 8) Thinking.  Scales 1, 2, and 3 are collapsed into a single
“Role Performance” scale which is simply the highest score from scale 1, 2, or 3.  Similarly,
scales 5 and 6 are collapsed into a single “Moods/Self-Harm” scale which is the highest score
from scales 5 and 6.  A total score is generated from the CAFAS scales which can be easily
interpreted using guidelines supplied by Dr. Hodges.  Scoring the CAFAS will be described in
greater detail later in this section.

The CAFAS takes about 10 to 15 minutes for the clinician to complete.  It was designed to use
common language that parents would understand and find useful.  Dr. Hodges’ goal was to
develop an instrument that would not simply be another form for a clinician to fill out.  On the
contrary, her goal was to create a tool that the clinician would find useful, efficient, and effective
in collecting information that can be of significant help in treatment planning and service
provision.

Development Approach

The CAFAS was modeled after the North Carolina Functional Assessment Scale (NCFAS), a
measure developed by the North Carolina Department of Human Resources (1989).  The first
author made extensive modifications to the items and scales of the NCFAS to render them
more appropriate for children, and subsequently sought input from 40 experts on three separate
occasions after each revision of the developing instrument.  Colleagues were selected who could
provide input from a variety of perspectives, including child psychopathology, normal
development, and the special needs of Hispanic and Afro-American children.  Suggestions were
also obtained from spokespersons for parent advocate groups.
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Validity and Reliability

Note:  Refer to Section 3 for details on validity and reliability methodologies.

Data on the psychometric properties of the CAFAS have been produced from two large
evaluations:  the Ft. Bragg Evaluation Project (FBEP; Hodges & Wong, 1996; 1997) and the
national evaluation being conducted of the demonstration grants funded by the Center for
Mental Health Services (CMHS; Hodges, Doucette-Gates & Liao, 1996).  The FBEP youth
were referred for mental health services, and the youth in the CMHS evaluation are seriously
emotionally disturbed (SED) or at-risk for SED.

Validity pertains to the accuracy with which a procedure measures what it is supposed to
measure and the extent to which confidence may be placed in inferences made on the basis of
instrument scores or other data.  Evidence supports the validity of the CAFAS scores for
content, contrast group, and predictive validity.  Content validity refers to whether an
instrument’s content includes items that are related to the area being assessed.  The items on the
CAFAS have high content validity; items refer to specific behaviors in specified domains of
functioning.

Contrast group validity, which is synonymous to concurrent criterion-related validity, refers to
how the instrument effectively discriminates between groups on some current trait.  Contrast
group validity of the CAFAS has been demonstrated in both evaluations.  Inpatients scored as
more impaired than youth in alternative care (e.g., home-based services, day treatment), who in
turn scored as more impaired than youth in outpatient care (Hodges & Wong, 1996).

Predictive validity refers to the ability to make predictive decisions based on the score on an
instrument.  Predictive validity was demonstrated in the Ft. Bragg Evaluation Project (FBEP)
study (Hodges & Wong, 1997).  The CAFAS score at intake was found to be related to
services received over the subsequent year.  Higher impairment, as measured by the CAFAS,
was significantly related to more restrictive care, higher cost of services, more bed days, and
more days of service.  Furthermore, the predictive power of the CAFAS at intake was
compared to a variety of common diagnoses for children and to other commonly used
assessment instruments.  The CAFAS at intake was the strongest predictor of costs and
services at both 6 and 12 months.

Reliability refers to agreement between repeated assessments of phenomena when the
phenomena themselves remain constant.  The degree of internal consistency, inter-interviewer
reliability and test-retest reliability were analyzed for the CAFAS.  Internal consistency refers to
degree to which there is inter-item correlations within the instrument.  Inter-interveiwer reliability
refers to the degree to which different interviewers obtain similar results.  Test-retest reliability
refers to the degree to which the same informants provide the same scores over periods when
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the subjects’ behavior is not expected to change.  Internal consistency has been demonstrated in
both evaluations.

High inter-rater reliability has been reported for the CAFAS across different sites and with both
lay and clinician raters (Hodges & Wong, 1996).  The test-retest reliability correlations for the
CAFAS are summarized below in Table 6-1. Good test-retest reliability of CAFAS scale
scores was demonstrated by the mean test-retest correlations obtained from two sets of
interviews conducted within 14 days of one another.

TABLE 6-1:  CAFAS Test-Retest Reliability Correlations

CAFAS Scale
Pearson Correlation:

Total Sample
Pearson Correlation:

Referred Sample
Total Child Score .95 .88
Role Performance .84 .69
Behavior Toward Self and Others .82 .68
Moods/Emotions .91 .85
Thinking .89 .87
Caregiver:  Family/Social Support .79 .75

Scales and Definitions

Following are descriptions and definitions that are important to administering and interpreting
CAFAS scores.

TABLE 6-2:  CAFAS Scales
Scale Name Description

Role Performance • The extent to which a given child or adolescent client is
experiencing functional deficiencies while fulfilling the roles that are
most relevant to his or her place in society.  The Role Performance
Scale is comprised of three subscales which include:

• Role Performance - School/Work
• Role Performance - Home
• Role Performance - Community

Behavior Toward
Others

This scale evaluates the extent to which the child or adolescent
client’s behavior toward others (e.g., adults, peers, etc.) is
inappropriate and unacceptable.  This scale also evaluates risk taking
behaviors as well as those behaviors that indicate excessive
impulsiveness.

Moods/Self-Harm To the extent that a child or adolescent client’s moods and emotions
are poorly modulated and to the extent that the youth is exhibiting
behaviors that could indicate a tendency to engage in self-harmful
behaviors, the score on this scale will be high.  This scale is
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comprised of two subscales which include:
• Moods/Emotions
• Self-Harmful Behavior
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Scale Name Description
Substance Use This scale evaluates the extent to which the youth’s use of either

synthetic or natural substances is resulting in behavior which is
maladaptive, inappropriate, or disruptive to normal functioning.

Thinking The Thinking scale evaluates the extent to which the child or
adolescent client appears incapable of, and actually fails to use, well
oriented and rational thought processes.

There are two additional scales which are included on the CAFAS which relate to the youth’s
family.  These scales are intended to evaluate the extent to which the family is capable of and
actually providing sufficient material and social support.  These scales, while potentially useful to
clinicians, are not required for the purpose of performance outcomes reporting to the State
Department of Mental Health and therefore will not be reported.

Clinical Utility

The primary clinical utility of the CAFAS is that it provides a structured, valid, and reliable way
for evaluating a child or adolescent clients’ behaviors and evaluating the extent to which those
behaviors are affecting the child’s life functioning.  Additionally, using the CAFAS profile which
is generated as a result of completing the instrument, provides the clinician with a graphical
presentation of the child’s levels of functioning in a variety of domains.  This information can be
used with and compared to the profiles generated by the administration of the Child Behavior
Check List (CBCL) and the Youth Self Report (YSR) in order to obtain a more complete
picture of how the child is functioning.

The CAFAS, because it uses ordinary language that is understood by most people, can be an
effective tool for a clinician to use when describing the child’s problems and how they are
affecting his or her functioning.

The CAFAS can be used to track changes in levels of functioning over time.  More specifically,
if the clinician has marked all items within the selected level of severity in a domain (e.g., Role
Performance - School), then the clinician will be able to track more subtle improvements in the
child’s problems--even if the child has not actually changed severity categories.  Additionally,
the CAFAS can be used to provide structure to the goal setting process by identifying specific
areas to target for improvement.

Developing Inter-Rater Reliability

Demonstration exercises are provided at the end of this section for clinicians to develop a level
of familiarity with the CAFAS.  In addition, the State Mental Health Department is
recommending to County Mental Health management that all clinicians who will administer the
CAFAS also complete a series of ten reliability vignettes for which rating takes approximately
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3-4 hours to develop inter-rater reliability.  This means that all raters would rate any given case
the same way.  Details on how to train staff are contained in the manuals listed in “Sources of
Further Information” on page 6-7.

NOTE:   It is critical that clinicians be fully trained and
can demonstrate inter-rater reliability.  Only if ratings are

reliable can true outcome effects be consistently detected.  The
developer of the CAFAS recommends that each county

document that each individual who will complete the
CAFAS has successfully demonstrated inter-rater reliability through

completing a series of reliability vignettes.

Administration Procedures

Who can administer the CAFAS?

The CAFAS is most effective if it is completed by the clinician.  This is because it is designed to
facilitate the clinician’s careful consideration of specific problems that relate to the child’s
behavior and functional level.  However, the State Department of Mental Health is not
mandating that the clinician personally complete the CAFAS.  However, if a mental health
worker, other than the primary clinician, is assigned the task of completing the CAFAS, that
person must be appropriately training on the administration and use of the instrument.  This
training should include:  1) an overview of the CAFAS instrument; 2) practical experience in
interpreting child behaviors using the CAFAS; and 3) completed a process to assure that the
staff member is able to complete the CAFAS in a manner that demonstrates inter-rater
reliability.

Staff, when appropriately training, considered appropriate for administering the CAFAS include
but may not be limited to:

• Clinician
• Paraprofessionals who are overseen by licensed or licensed waiver staff
• Licensed Practitioner of the Healing Arts (MD, LCSW, MFCC, Licensed Psychologist,

RN)
• Waivered Staff (IMFCC, ACSW)
• Psychologist Interns

Instructions

1) Do not write on the CAFAS rating forms; these are to be reused for multiple cases.  Use
the CAFAS Profile form to record the client’s functioning on each scale.  The clinician should
consider all information available about the youth (from direct interview, case records, or
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previous therapist, etc.) to rate the impairment level for each domain.    Table 6-3 summarizes
the CAFAS 4-level rating system.  Higher scores indicate more severe dysfunction.

TABLE 6-3:  CAFAS 4-Level Rating  System
Rating Degree of Dysfunction or Impairment

30 Severe Impairment (severe disruption or incapacitation)
20 Moderate Impairment (occasional major disruption or frequent disruptions)
10 Mild Impairment (significant problems and/or distress)
0 Minimal or No Impairment (no disruption of functioning)

2) The CAFAS is designed to assess the most severe level of impairment.  Always begin the
assessment of each scale in the far left “Severe Impairment” column.  Circle all applicable item
numbers of that column that describe the youth’s functioning.  If any items of this column are
circled, fill in the bubble for a score of 30 and then move on to the following scale on the next
page.

3) If no items apply in the “Severe Impairment” column, go on to the “Moderate Impairment”
column.  If no items apply in the “Moderate Impairment” column, proceed to the “Mild
Impairment” column, and so on.  If the youth is described by any of the items in a level, then that
level of impairment will apply to the client.  ALWAYS START AT THE SEVERE LEVEL
AND PROGRESSIVELY PROCEED TO THE MINIMAL/NO IMPAIRMENT
LEVEL, STOPPING AT THE LEVEL AT WHICH THE YOUTH IS DESCRIBED BY
ANY ONE OF THE ITEMS IN THAT PARTICULAR LEVEL.

4) If none of the item in a particular category apply to the client, yet the clinician believes the
youth to be at that level of impairment, circle the number corresponding to the “Exception” box
at the bottom of the column and mark the bubble for the appropriate level of impairment on the
profile.  A reasonable explanation for the “Exception” rating should be provided.

5) Use the CAFAS Scoring Summary Section for completing the scoring.

6) For the ROLE PERFORMANCE scale, there are three subscales:  SCHOOL/WORK,
HOME, and COMMUNITY.  After listing the score for each subscale, record the highest of
these scores as the score for the Role Performance scale.
7) For the MOODS/SELF-HARM scale, there are two subscales: HOME and
COMMUNITY.  After listing the score for each subscale, record the highest of these scores as
the score for the Moods/Self-Harm scale.

8) Sum the five scale scores for a total score for the youth.  The level of overall dysfunction
based on the total score may be useful in establishing priorities for treatment planning.
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Frequently Asked Questions

• How is the CAFAS scored?

The CAFAS is automatically scored as the instrument is completed creating a visual
profile of problem areas across settings.

• As a client undergoes treatment, the CAFAS may appear to show no improvement or it
may even appear that a client is regressing over time.  How will this phenomenon be
addressed in performance outcome analyses?

It is understood that during the initial administration of the CAFAS a client may not yet
be comfortable enough with their clinician and/or may be in a denial phase resulting in a
profile indicating less impairment than may exist.  After the client establishes a
relationship with their clinicians and/or develop further discomfort with their situation, a
second administration of the CAFAS may result in a profile that indicates significantly
higher impairment than the first administration.  Thus, a profile indicating higher
impairment may not be directly interpreted as a negative outcome.  In fact, it may
actually indicate a positive outcome as the client begins to acknowledge their problems.
Performance outcome analyses will need to examine and take into consideration such
trends.

• If a client is admitted to services with little or no historical information, how can the clinician
complete the CAFAS?

Treatment providers are encouraged to contact prior mental health therapists, case
managers, and other human service agencies who have been involved with the client to
examine relevant case files in an effort to reconstruct the client’s level of functioning at
the time of admission.  The clinician should not complete the CAFAS until he/she has
acquired sufficient information.  The goal is for the clinician to do the best that he/she
can to provide the most accurate information possible.

Sources of Further Information

Hodges, Kay.  CAFAS Self-Training Manual; CAFAS Manual for Training Coordinators;
CAFAS Supplemental Vignettes Manual; Articles on the CAFAS and Psychometric
Summary.

Ordering Information:

CAFAS Phone:  (313) 769-9725
2140 Old Earhart Road Fax:  (313) 769-1434
Ann Arbor, MI  48105




















































